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(X4} 1D SUMMARY STATEMENT QF DEFICIENCIES ID E;gp?vclggg'éﬁcﬁlﬁsﬂ chanMREEg‘S&NBE COMATION
? ?EED‘ égéﬁﬂﬁeghéﬂ;g%gﬁpﬁﬁgfggﬁw&; ’ P%E\gx GF%OS&REF EREEgg&Eﬂ&E APPROPRIATE DATE
F 000 | INITIAL COMMENTS F000] «This Plan of Correction is prepared
and submitted as required by law. By
On Decamber 14 - 18, 2010 the ann_ua} submitting this Plan of Correction,
Recertification survey and lnvesﬂgalt:lon of Willows at Winchester Care &
complaint #27068 was completed. No irre i .
deficiencies were cited refated to the complaint. Rehabilitation Center does not admit
¥ 250 | 483,15(g)(1) PROVISION OF MEDICALLY Faso| that the deficiency listed on this form
s5=p | RELATED SOCIAL SERVICE exist, nor does the Center admit to any
statements, findings, facts, or
The facility must provide m.[edlcally—rilat?d social conclusions that form the basis for the
services fo attain or maintaln the highes .
practicable physical, mental, and psychosocial alleged deficicney. The Centet _
well-being of each resident. . yeserves the right to challenge in legal
and/or regulatory or adminisirative
proceedings the deficiency, _
This REQUIREMENT is not met as evidenced statemnents, facts, and conclusions that
by: form the basis for the deficiency.
Based on medical record review, observation, .
and interview, the fecility falled to provide services F250
based on the physician's recommendation .
;igﬁg:gﬁ: gggggieﬁm for one {#1) of 1. The Director of Nuxsing called the!
physician for resident #1 to verify
The findings included; hospics referral on 12/16/10 and i
Resident #1 uritted on July 30, 2010, with physician orders were obtained based !
ent #1 was adm on July ) Wi 1o g? ;
disgnoses including Anemila, Diahete's Mellitus, on the resident’s current status. :
Chronic Kidney Disease, Cangestive Heart . ) 5
Failure, and Left Above the Knee Amputation. 2. The Director of Nursing and Staff |
Development Coordinator audited |
Medlcal record review of the Minimum Data Set hvsician progress notes on 12/20/10
dated September 20, 2010, revoaled the resident fo ﬁmﬁﬂpom%r?)hysi cian
had short/long term memory deficits, required . '
total assistance from staff with transfers, Y
drelssing, personal hygiene, and bathing.
Review of the physician's progress
note/evaluation dated November 23, 2010,
revealed, "...Plan: 1.The origin of the anemia Is
(X6} DATE

ORITORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
%Wméhww 12 Eog 10
1 deficlency statement ending with an astarisk () denotos 8 deficiancy which the institulon may o excused from correcting providing It [s datemiined that
nis. (Ses instructions.) Except for nursing homas, the findings stated above are disclogable 90 days

of safequands provide sufficlent protection to the patia
reing the data cof survey whether or not 8 plan of correction ks provided, For numsing hiomes, tha abova findings and plans of camaction am disciosable 14
5 Toliowing the date these documents ana made avallable to tha facility. i dafitlencies ara cited, an epproved plan of gorrection i3 requisite to continued

jram participation,
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L DN ‘xs)
() 1D ~ SUMMARY STATEMENT OF DEFICIENGIES [Enx szgf?glgggEscPﬂf-&g fé‘ Tfnﬂnﬁgggﬂm - oo om
PG égéﬁ&?r%ﬁ%%%g?rﬁ&ﬁg E?:Ega?\:n;%’ﬁ; PiAa CROSSREFERENCEDTO GT{-[)E ABPROPRIATE DATE
F 250 | Continued From page 1 F 250 mmmdaﬁom. No concerns weie
multifactorigl. It is from renal Insufficiency, identified.
chronic iiness, chronic i[réf%cnon, agcé;sao% £
nuirition...{(gender) would be vary P 3. The Director of Nursing Servi
appropriate at this point if the family agrees.” o d1t1111e S::;;fDevelopmgtg ros
Review of the Social Services documentation Coordinator provided re-education to
from September 22, 2010 through December 15, the Social Servicss Director, licensed
2010, revealed no documentation the physician's gurses and Health Information
referat had been addressed. Manager on 12/21/10 on identifying
Obsérvation on December 14, 2010, at 5:10 p.m., and following physician
revealed the resident in bed, lying on an air recommendations.
matiress with the face paifially coverad with the
sheet Continued observation and interview with 4, The Director of Nursing, Assistant -
the resident at this ime revealed the resident was Director of Nursing or Staff
alert, oriented, and camied on conversation with B _ .
azes, Development Coordinator will audit
the physician progress notes weekly
{[%begriew with E;h; Soclal Vﬂ\f'orksir';nl geeceimber times four (4) weeks then monthly
-2010, at 8:10 a.m,, in the Sopial Services times two t
office confirmed no knowledge of the physiclan's an reoomﬁc)en n&:gﬂjs Eae:es;re that
refisrral and no contact with the family had been Y ons have Heen :
made In regards o HOSPICE.' addressed. Results will be discussed |
at the Performance Improvement {PI) |
Interview with me1DIrector gf Nurslntg on Committee for further ‘
December 16, 2010, at 8;20 a.m.,, at the nurse's . . |
etation confirmed the physician's plan to refer the m‘;"ﬁ?mﬂaﬂ"m a“e“il’e‘;f suggestions :
resident for HOSPICE services had not been and follow up as needed. ThePl
addressed. ' committee consists of Administrator, |
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F281| Director of Nursing Services, and
58=n | PROFESSIONAL STANDARDS Assistant Director of Nursing .
) ] " Services, Maintenance Director, |
The services provided or arranged by the facility e s . 2
must meet professional standards of cuallty. Medical Director, Business Office
Manager, Socizal Services Ditrector,
Activities Director,
This REQUIREMENT is not met as evidenced Adwmissions/Marketing Director,
by: . Envi . . ,
Based on medical record review, observation, | S&F]g!:vnit:mine?ﬁfme l_‘;‘:l‘;tlor b
Fuont :WHMWI1  Facilly ID: TNZS03 If continuation sheet Page 20718
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EFICIENCIES PROVIDER/SUPPLIERICLIA {X2) MULYIPLE CONSTRUCTION )
i;ﬁﬂi”&ogonn:éﬁou ) R TIFICATION NUMBER: A BULDING COMPLETED
445319 B WiRG 12/16/2010
NAME OF PROVIDER OR SUFFLIER STREET ADDRESS, CITY, 9TATE, ZIP CODE
32 MEMORIAL DRIVE
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) D  SUMMARY STATEMENT OF DEFIGIEg%iES . ngz:m pgggggzgc l;ﬁu ch T%NREESSL%NBE coron
P?EED‘ éﬁ%ﬁ%%@%ﬁcfsg?g?&?&%ﬁ?goﬁgg%ﬂ) PTAG CRQSS-REFEREB!EGEI% g’l CT% E AFPROPRIATE DATE
F 250 | Continued From page 1 Fosp| Services Director, Health Information
multifactorial. It is from renal insufficiency, Manager, Thetapy Program Manager, *
chronic iliness, ehronia infection, and peor Clinical Case Manager, and MDS
nutrition...(gender) would be very HOSPICE Coordinator. All members are invited
appropriate at this point if the family agraes. to attend monthly PI Committee
Review of the Social Services documentation meetings.
from September 22, 2010 through December 15,
2010, revealed no documentation the physician's Compliance Date 1/10/11
referral had been addressed.
Observation on December 14, 2010, at 5110 p.m,,
revealed the resident in bed, lying on an air
matiress with the face partially covered with the
sheet. Continued abservation and interview with 81
the resident at this fime revealed the resident was
alert oriented, and carried on conversation with . ) ;
easr; 1. Resident #1 received her 4pm dose ,
of eye drops on 12/15/10, The
Interview with the Soclal Worker on December physician was notified of the findings |
18,2010, at 8:10 am,, in the Social Services by the Director of Nutsing
offite confirmed no knowledge of the physician's onl2/15/10. Resident #1 did _-
reforral and no contact with the family had been 15/10. Resident #1 did not :
made In regards to HOSFICE, experience any complications from
these findings. ;
Interview with the Directar of Nursing on ‘
December 16, 2019, at 8:20 a.m,, at the nurse's : :
station confirmed th:a physiclan's 'plan to refer the ]23 Tl}e‘ D;rect(‘):r ofgnursmg and Staff ,
resident for HOSPICE services hed not been evelopment Coordinator conducted |
addressed. ' audits on 12/17/10 of resident’s i
- 281 | 483,20(k){3)(i) SERVICES PROVIDED MEET F281| physician orders and medication ’
s8=p | PROFESSIONAL STANDARDS availability and concerns were not
- identified.
“The services provided or arranged by the facility identified
must meet professional standzrds of quality. . )
3. The Director of Nursing, Staff
Development Coordinator and
This REQUIREMENT s not met as evidenced Assistant Director of Nursing will
by: : . .
. . . provide re-education to licensed
Based on medical record review, observation, J_ nursing personnel regarding the n cod |
Facilty 10; TN2803 [F continuatlcn sheet Page 2of 18
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1) PROVIDER/ISUPPLIER/CLIA {2y MULTIPLE CONSTRUCTION [¥%3) DATE SUR
iLéTEﬂi”£F°§o°§§é‘§$ﬁ‘;'ﬂEs ) IDENTIFICATION NUMBER: A BUILDING ' COMPLETED
445319 B. NG 12/16/2010
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
32 MEMORIAL DRIVE
\WILLOWS AT WINCHESTER CARE & REHABILITATION CENTER WINGHESTER, TN 37298
MENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ey
o) (EA(?IE ﬁé‘éﬁi&ﬁéﬁﬁm 35 PREGEDFD BY FULL - PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO E:11‘;;-: APPROPRIATE
F 281 | Continued From page 2 F281| to ensure medication availability and
and interview, the facility failed to follow the following physician orders by 1/7/10.
physician's order for one {#21) of twenfy-one
residents reviewed. 4, The Director of Nursing, Assistant
The findings included: Director of Nursing or Staff
Development Coordinator will
ﬁesidertl’t # ;I?wgg :;ir‘r:;irttl;c(lj to the facflity] 3; complete an audit of medication
ovemper 1/, . iagnoses inchaing vailabili and fo H hivsici
Congestive Heart Failure, Muscular Wasting and i rzlelrzbwetgld timll: g‘l;g(z) &s:;é?
Disuse Atrophy, Atrial Fibriliation, and Psychosls, o monthlyyﬁmes o (2) months
Medical record review of the Active Orders from Results will be discussed at the
12/1/2010 to 12/31/2010 signed by the physician Performance Improvement (PT)
December 1, 2010, revealed * ...(brand name} Committee for further
Solution Opthalmic - TID (three imes a day) 0800 . .
(8:00 am) 1200 (12:00 pm) 1800 {4:00 pm) dry recommendations and/or suggestions
eyes.." and follow up as needed. The PI
ob on during the B-Wi e comumittee consists of Administrator,
servation during the B-Wing medicafion pass Director of Nursi saea and
on December 15, 2010, at 7:40 a.m., revealed the Assistant Di ectong fS;?lInSccs, 2o
Licensed Practical Nurse (LPN) did not have the (3SS13 rector ol Nuising ,
ordered eye drops on the medication cart to Services, Mainienance Directot, i
administer. Medical Director, Business Office .;
e 5 ver 15. 2010, at 7:45 Manager, Social Services Director, |
nterview on Degember , at 7:45 am., ctivities Direct ;
with the B-Wing LPN in the medication room, ﬁ dmist;fjng‘;de:rf’ . Directo |
confirmed the eye drops were not available to . eting Lirecior, )
administer to the resident as ordered by the Environmental Services Director, .
physician. Interview with the B-Wing LPN in the Staff Developiaent, Nutritional i
A-Wing hiaitllwin.r.d tohn Dec;rnbter: 15, 2010, atgé:i Services Director, Health Information |
p.m., cenfirm a reskdent had not received the Magaget :
31:"?10 a.m., and the 12:00 p.m., eye drops as Clin cgal é:::c;a[p Y ag:rgan d MM;t)n;ger, g
orderad by the physician. ; : s S
F 283 | 483.20(1)(1)&(2) ANTICIPATE DISCHARGE; Fogs| Coordinator. All members are invited -
§5=n | RECAP STAY/FINAL STATUS to attend monthly PI Committee ;
meetings.
When the facility anticipates discharge a resident
must have a discharge summary that includes a :
recapltulation of the resident's stay; and a final Compliance Date 1/10/11 r !
Evant iD; WhiMW11 Facillly iD; TN2803 [f continuation sheet Page 3 of 18
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
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' SUMMARY STATEMENT OF DEFICIENGIES v} PROVIDER'S PLAN OF CORRECTION (X5}
%z-!& (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACGTION SHOULD BE cahﬂ&L_gloN
TAG REGULATORY O L3G IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 283 | Continued From page 3 F283; mog3

summary of the resident's status to include items
in paragraph (b){2) of this section, at the time of
the discharge that is available for release fo
authorized persons and agencles, with the
consent of the resident or legal representative.

This REQUIREMENT is not met as evidenced
by

Based on medical record raeview and interview,
the facility failed fo ensure discharge summaries
were complete to reflect a summary of the
resident's stay, for three (#14, #15, #17) of
twenty-one resldents reviewed.

The findings Included:

Medital necord review revealed resident #14 wes
admitted to the facility on May 7, 2010, with
diagnoses including Hypertansion, Osteoporosis,
Depression, Asthma, and MRSA (Methicillin
Resistant Staphylococgus Aurgus) [r right hip
wound. Continued medical record raview
reveaied the resident was discharged on June 14,
2010, to an acute care hospital for wound cara.
Further review of the medical record and the
discharge summary revealed the sections on
Final Diagnosis, Brief History, Pertinent Physlcian
and Laboratory Findings, and Conditicn on
Discharge were not completed.

Medical record review revealed resident #15 was
admitted to the facility on March 8, 2008, with
diagnoses including Closed Head Injury, Hepatitis
C, Hemiplegia, Hypertension, and Seizures.
Continued medical record review revealed the
resldent was discharged on June 5, 2010, foa
tacility with a Behavioral Unit. Further review of
the medical record and discharge summary

1. Resident # 14 was discharged from
the facility on June 14, 2010,

Resident # 15 was discharge from the
facility on June 5, 2010,

Resident # 17 was discharged from the
facility on November 11, 2010.

2. The Director of Nursing, Assistant
Director of Nursing and Staff
Development Coordinator will review -
the last 5 discharges from the facility -
by 12/31/10 and ensure the
Recapitulation of Stay is complete.

3. The Director of Nursing will re-

educate the Interdisciplinary Team on
completion of the Recapitulation of |
Stay form for discharged residents by |
177110, !

4, The Director of Nursing, Assistant :
Director of Nursing, Staff -"
Development Coordinator or Health

Information Manager will audit the |
Recapitulation of Stay form for i
completion weekly times four (4) .-'
weeks then monthly times two (2) |

20 CMS-2557(02-89) Previous Versions Obsolate
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TEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION 05
gé‘éé& uau;c:,sﬁt gsmﬁgﬁzﬁgﬁ MUST BE. PF?EGEDIEE BY FULL PREFIX CH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TRG CROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENGY)
F 283 | Continued From page 4 o83 months. Results will be discussed at
revesaled the sections an Final Diagnosis, Brief the Performance Improvement (PT)
History, Pertinent Physical and Laboratery Committee for further
Findings, and Condition on Discharge wete not ' recommendations and/or suggestions
completed. and follow up as needed, The PT
Mexdical record review revealed resident #17 was committee copsists of Ac!mlmstrator,
admitted to the facility on October 25, 2010, with Director of Nursing Services, and
diagnoses including %hronic Obetructive Assistant Director of Nursing
Pulmonary Disease, Hypertension, Rheumatoid - : .
Arthritis, and Degen'erative Joint Disease. Isn.de:dm&?’ Mamtena;ce D:recénf;‘i,
Continued medical record review revealed the ical Director, Business Uxiice
resident was discharged on November 11, 2010, Manager, Social Services Director,
to an acute care hospital. Further review of the Activities Director,
el o0 B oy, AdmissionsMarksting Director
Pertinent Physical and Laboratdry Findings, and Environmental Services P.mctor‘
Condition on Discharge were not completed, Staff Development, Nutritiopal
Services Director, Health Information
Interview with the Licensed Practical Nurse on Manager, Therapy Program Manager,
duty on tJc_l-un.ﬁm;; on Decteimber 15, 2010, at 3:40 Clinical Case Manager, and MDS
p.m., in the nurses' station, confirmed the _— .
discharge summaries were not complete for the Coordinator. All members E.ue invited
three residents. to attend monthly PI Committee !
F 329 | 483.25(h) FREE OF AGCIDENT Fag3| meetings. '
s5=0 | HAZARDS/SUPERVISION/DEVICES
. Compliance Date 1/10/11
The facility must ensure that the resldent P el/
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices fo -
prevent accidents. ;
JI
F323 !
This REQUIREMENT is not met as evidenced 1. On 12/14/10 the Assistant Director j
glgs + on medlical recor raview, obseration of Nursing replaced the pressure pad i
ed on reco ew, chservatio :
A el " alarm on the bed for resident #4. The
and interview, the facility failed to ensure a safety Assistant Direotor of Nursing secured I |
Evert I0:WMMW1 1 Fachy i 112803 If continuation shest Page 5 of 18
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OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION %)
SRt (EA(:sl-lil gggﬁ?éﬁrc%?&sa-rugs PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION an%Lgmaﬁ . COMFLETION
REGLILATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPR
148 DEFICIENCY)
F 323 | Continued From page 5 F 323/ the oxygen taok in room 109 on
12/14/10. The Maintenance Director

device was in place for one (#4) of twenty-one
residents reviewed, failed to ensure an oxygen
tank was secured, and failed to ensure doors that
lead to hazardous areas were locked,

The findings included:

Resident #4 was admitted to the facility on June
4, 2008, with diagnoses including Dementia,
Hypertension, Osteoporasis, and Abnormality of
Gait. Continued record review revealed the
resident had a history of falls. Review of the
Minimuwn Data Set dated September 14, 2010,
revealed the resident had short/long term
memory deficits, cognitive impairment, and
required extenslive assist with fransfers.

Review of the physician's recapitulation orders
dated December 1, 2010 to December 31, 2010,
revealed, an order for "...Pressure sensitiva bed
alarm nurse fo check Q (every) shift...”

Observation and intarview with the Licensed
Practical Nurse for A-Wing on December 14,
2010, at 7:30 p.m,, in the resident’s room,
confirmed the resident was in bed, and the
pressure pad alarm was not in placs.

Obsarvation during the initial tour in Room 1069 on
December 14, 2010, at 5:25 p.m., revealed an

unsecured oxygen tank laying in the geri-chair in
the resident’s room. Continued observation of the

A-Wing at this time revealed an unjocked door
across tha hall from resident Room 107.
Observation revealed the door opened into the
hack of farge equipment and efectrical

connections.

Interview with the Maintenance Supervisor on

locked the laundry access door on
12/14/10.

2. On 12/14/2010 the Director of
Nursing, Assistant Director of Nursing
and the Staff Development

Coordinator audited residents with an
order for pressure sensitive alarms to
ensure the devices were in place and
oxygen tanks were secured. The doors -
that require to be locked were checked -
by the Maintenance Director on
12/14/10.

3. The Ditector of Nursing, Assistant |
Director of Nursing and Staff '
Development Coordinator will provide
re-education to staff on resident !'
environment remaining free of

aceident hazards, supervision and ,
assistance devices to prevent accidents
by 1/7/10. ;

4. The Director of Nursing, Assistant
Director of Nursing or Staff
Development Coordinator will
complete audits {o ensure pressure
alarm devices are in place and oxygen
tanks are secured. The Maintenance |
Director will complete audits to ensture |
doors that need to be locked for safety |

are locked. The audits will be 1 J
Faciny 1D: TNZBU3 If continvation shest Page 6 of 18
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NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, ZIP GODE
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F CORRECTION N
(%4) 1D SUMMARY STATEMENT OF BEFICIENGIES & U ORRECTIVE ACTION SHOULD BE COMPLETION
5| mhmeMREmen | K | SRR |
. DEFICIENGY)
F 323 | Continued From page 6 F 323| completed weekly times four (4)
Dacember 14, 2010, at 5:25 p.m., confirmed the weeks then monthly times (2) months.
oxygen tank had not beenlszbt:md paop?i?eﬁ Results will be discussed at the
Continued interview revealed the unidentified, Performance Impro
unlocked door opened into the taundry room, and Committee f fﬂ ﬂhvc-ment (PD)
should have been locked to prevent unauthorized OF urther )
accese. Continued interview confirmed the rear recommendationg and/or suggestions
door o the laundry was used for accessing the and follow up as needed. The PI
back of the dryers far cleaning and maintenance committes consists of Administrator,
purposes only. Director of Nursi i
F 371 | 483.35()) FOOD PROCURE, F371| peccrn pi ect;?g fs:;v ices, and
ss=F | STORE/PREPARE/SERVE ~ SANITARY > eclor oL NTIsIng
Services, Maintenance Director,
The facility must - . Medical Director, Business Office
(1) Procurs food from sources approved or Manager, Social Serviceg Direct
considered satisfaciory by Federal, State or local Activigtie; Director, Diectar
authorities; and Admissions/Mark ,tm Di
(2) Store, prepare, distribute and serve food 3 aenng Lirector,
under sanitary conditions Environmental Services Director,
Staff Development, Nutritional :
Services Director, Health Information |
Manager, Therapy Program Manager,
Clinical Case Manager, and MDS
This REQUIREMENT is not met as evidanced Coordinator. All members are invited
by: - to attend monthly PI Committee
Based on observation during the initial four of the meetings.
facllity, the facility failed to ensure food for the
residents was stored in & safe manner. .
Compliance Date 1/10/11
The findings included:
Observation during the initial tour on December
14, 2010, at 5:30 p.m., of the refrigerator in the Fi71
lge Room on C-wing, revealed two plastic
containers of pureed food iabeled with the name - :
of a resident on the C-wing, and there was no 1. The Nutritional Services Director |
date on the conainers to indicate when they were and Registered Dietician removed the -
placed in the refrigerator. pureed food, cheese slices, Mountain -
Dew and sandwich that were not

RM CMS-2567(02-08) Pravious Verslons Obsoliste
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041D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION (x5}
FREFIX (EACH DEFICIENCY MUST 58 PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)

F 371{ Gantinued From page 7 E 371 .!abeled and dated from the refrigerator |
Continued observation of the Ice Room in the C-wing ice room on 12/14/10.
refrigerator revealed several slices of cheesa in a
plastic bag, labeled with the name of a resident 2. The Nuiritional Services Director
who had been discharged, but no dats on the bag ' . .
fo indicate when it was placed in the refrigerator. cor'lduct‘ed a review D.f the refrigerators

. to identify any other items that were
Further observation of the lce Room refrigerator undated and removed them on
revealed a bottle of Diet Mountain Dew, partly 12/14/10.
consumed, with no label or date to indicate when
it was placed in the rafrigerator. 3. The Staff Development
Continued observation of the Ice Room reveated Coordinator or Nutritional Services
a sandwich in a pharmacy bag labeled with the Director will re-educate staff on
name of a resident on the A-wing, but no date on labeling and dating food and liquids
the bag fo indicate when i was placed in the : . '
refriqerstor. placed in refrigerators by 1/7/11.
Interview with the Licensed Practical Nurse | 4. The Housckeeping Supervisor or
responsible for C-wing on December 14, 2010, at ! housekeeping staff will audit the
5:45 p.m,, in the Ice Room, confimed the ' refrigerators daily to ensure that food |
containers of pureed food, slicas of cheess, items ate labeled and dated. The daily il
sandwich, and Mountain Dew were not dated to dit sh b . [
indlcate when they were placed in the refrigerator. audat sneets will be provided to the PI |

F 441 483,65 INFECTION CONTROL, PREVENT Fd441 commiftee every month times three (3)!

SS=E | SPREAD, LINENS months. Results will be discussed at |

_ ‘ the Performance mprovement (PI) |
The facility must establish and maintain an Committee for further
Infection Control Program designed to provide a . e
safe, sanitary and comforiable environment and recoromendations and/or suggestions
to help prevent the development and transmisslon and follow up as needed, The PI
of disease and infection, committee consists of Adruinistrator,
(@) Ihfection Conirol Program Director of Nursing Services, and
on Con : : :
The facilty mitst establish an Infection Control Assistant Director of Nursing
Program under which i - _ Smcm, I\:Iamtcnance Director,
(1) Investigates, controls, and prevents infections Medical Director, Business Office
in the facllity; _ Manager, Social Services Director,
(2) Decides what procedures, such as isolation, Activities Director,
should be applied to an Individual resident, and Admis sions/Marketing Dircctor,
Event ID:WhiMw11 Faelity B} TN2603 if continuatlon sheet Page 8 of 18
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4) 10 SUMMARY STATEMENT OF DEFICIENCIES "
RRE (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORETRE AT RECTION coniron
TAG REGULATORY OR L&E IDENTIFYING INFORMATION) TAG CGROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENGY)
i (03?';\:2 i':;i'r::smm l?;grj Bf incidents and § F 441) Environmental Services Director,
ins & record of ingidents and corrective f4

actions refated o infections. Stafrf Deve%opment, Nutritional .

Services Ditector, Health Information
(b) Preventing Spread of Infection Manager, Therapy Program Manager,
(1) When the Infectlon Control Program Clinical Case Manager, and MDS
determines that a resident needs isolation fo Coordinator. All members are invited
prevent the spread of infection, the facility must to attend monthly PI Coramitice
isolate the resident, thestin
(2) The facllity must prohibit employees with 5 .
communicatle disease or infected skin lesions .
from direct contact with reslidents or their food, i Compliance Date 1/10/11
direct contact will ransmit the disease.
(3} The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice. Faa]
(e) Linens 1. Resident #10°s oxygen tubing was
Personnel must handle, store, process and replaced and put in a bag on 12/14/10
transport linens so as to prevent the spread of by the Director of Nursiog, On
Infection. ) } e

12/14/10 the Director of Nursing,

Agsistant Director of Nursing and

. Staff Development Coordinator
This REQUIREMENT is not met as evidenced changped the nebulizer, mask and
by: \ ) . ) i
Based on observation and interview, the facilty mouth piece for;genhﬁed rom?ents on
failed to ensure a sanitary environment to B and C wing. The Director o
prevent the development and fransmission of Nursing replaced the blood pressure
disease for one (#10) using oxygen and two cuffs and stethoscopes found lying
random residenis with nebulizers of twenty-one across the biohazard sharps container
residents reviewed and for threa of three before 1/7/10
medication carts. ' ' :
The findings included: 2. The Director of Nursing, Assistant |
: Director of Nursing and Staff x
Observation on D;?'%mb?f 1':*-! 2010 at 5-'d2?hp-m-- Development Coordinator completed a |
revealed resident #10 not in the room and the ) residents with oxygen and |
oxygen concentrator was working. Further Z‘;fl?y;fs o e they wgfe in bag
Event ID: WMMWA Fecity 1D: THZBC3 K continuation shast Page 9 of 18
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ebservation ravealed the oxygen tubing lying
8cross the width of the bed with the nasal cannula
hanging off the side of the bed just abova the

floor,

Interview with the B Wing Licensed Practical
Nurse, responsible for the care of the resident, on
December 14, 2010 at 5:24 p.m., in the resident's
room, conflimed the tubing and nasal cannulz
wera {o be stored in a sealable bag when not in
use in order fo prevent infection,

Observation an December 14, 2010 at 5:45 p.m.,
in & random resident's room an B Wing, reveaied
an uncovered nebulizer machine on the bedside
fable. Further observation revesled the nebulizer
compariment lid propped open by the tubing and
mask stored in the compartment. Further
ehservation revealed the mask and nebulizer
were not covered, -

Interview with the B Wing Licensed Practical
Nurse, responsible for the care of the resident, on
December 14, 2010 at 5:52 p.m., confimmed the
nebulizer and the mask were fo ba stored In a
seaizble bag when not in use in order to prevent
infection.

Observation during the initial tour on Dacember
14, 2010, at 4:55 p.m,, In a random resident's
room on C-wing, revealed a nebulizer with mouth
piece lying uncovered on the compartment.

interview with the Licensed Practical Nurse_
responsible for C-wing, confirmed the nebulizer
was uncovered and was fo be contained in a
plastic bag with drawstring when not in use.

Observation during the medication pass on

STATEMENT OF BEFICIENCIES {X1) PROVIDER/SUPFIIERICLIA 2} MULTIFLE GONSTRU
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: 2 HTRUGTION N)ggg&“@gﬁﬁ’
A. BULDING :
B WING __
445319 — 12118/2010
NAME CF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, 2IP CODE
WILL.OWS AT WINCHESTER GARE & REMABILITATION CENTER $2 MEMORIAL DRIVE
WINCHESTER, TN 37308
4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION '
PREjle (EACH DEFICIENCY MUST BE BRECEDED Y FuLJ, PREFIX (EACH CORRECTIVE ACTION SIED!?L% BE . cﬂMg(ls)EHON
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441/ Continved From page 9 F 441| when not in use on 12/17/10. This

review also included blood pressure
cuffs and stethoscopes to ensure they
were not on top of the bichazard
sharps contajners.

3. The Director of Nursing. Assistant
Director of Nursing or Staff
Development Coordinator will re-
educate staff on the storing of oxygen
tubing, nebulizer mask and mouth
piece in bag when not in use and not
placing blood pressure cuffs and
stethoscopes on biohazard sharps
containers by 1/7/11.

4. The Director of Nursing, Assistant |
Director of Nursing or Staff :
Development Coordinator will !
complete jnfection control audits to
include oxygen tubing, nebulizer mask
and mouth piece in a bag when not in
use and medication carts to ensnre
blood pressure cuffs and stethoscopes |
are not placed on top of biohazard |
sharps containers. The audits will be -
completed weekly times four (4)
weeks then monthly times two (2)
months. Results will be discussed at
the Performance Improvement ®D
Committee for further :
recommendations and/or suggestions |
and follow up as needed. The PI ,
committee consists of Administrator, |

If cortinuation sheat Page 10 of 18
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BREFIX (EACH DEFICIENCY WMUST BE PRECEDED BY FILL PREFDL {EACH CORRECTIVE ACT TON SHOULD BE COMII’::?HON
TAG REGULATORY OR L5 IDENTIFYING INFORMAT.'ON] TAG CROSS-REFERENCED T THE APPROPRIATE DATE
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F 441 Continued From page 10
December 15, 2010, at 7:40 a.m., revealed two
stethoscopes and two blood pressure cuffs laying
across the fop of the blohazard sharps container
on the side to the B-Wing medication cort.

Observation of the A-Wing medication cart on
December 15, 2010, at 8:15 am., reveaied a
hlood pressure cuff Iaying across the top of the
biohazard sharps container on the side of the

medication cart,

Observation of the C-Wing medication carton
Detember 16, 2010, at 9:00 a.m., ravealed a
blood pressure cuff laying across the top of the
biohazard sharps container on the side of the
meadieation cart.

Interview with the Director of Nursing on
December 18, 2010, at 1130 a.m., at the nurse's

station confirmed stethoscopes and blopd
pressure cuffs (clean items) should not ba placed

on the blohazard sharps container {dirty area.)

483.75(1)(1) RES .
RECORDS-COMPLETE/ACCURATE/ACCESSIE

LE

The facility must maintain olinical records on each
resident in accordance with accepted professional
standards and practices that are complefe;

accurately documented; readily accessible; and

systematically organized,

F 514
88=

The dlinical record must contain sufficlent
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the resulfs of any
preadmission soreening conducted by the State:

and progress notes.

F 441| Director of Nursing Services, and
Assistant Director of Nursing
Services, Maintenance Director,
Medical Director, Business Office
Manager, Social Services Director,
Activities Director,
Admissions/Marketing Director,
Environmental Services Director,
Staff Development, Nutritional
Services Director, Health Information

Manager, Therapy Program Manager,

Clinital Case Manager, and MD§ |
Coordinator. All members are invited
to attend monthly PT Committee

meetings. |
Compliance Date 1/10/1]

Fo14) psig 4
1. Resident’s #2, #35,#7, and #12
will be re-assessed for pain and
medical record updated to reflect
current status by the Director of
Nursing or Assistant Director of
Nursing before 12/31/10.

2. The Director of Ntwsing, Assistant
Director of Nursing and Staff _
Development Coordinator conducted al
review of residents to ensure that pain !

has been re-assessed and that the
Focilly 1D: TN2603 If continuation sheat Page 11 of 18
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X4} I SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORREGTION xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FU LETION
TG REGULATORY OR LSGC IDENTIFYING mFomnc'fﬁj o céu%sgﬁncegggéncggne 10 THE, A%%%IFPRBHETE i
. DEFICIENGY)
F 514 Continued F rom page 11 F 514| Medication Administeation Record, '
- Pain Management flow sheet and
This REQUIREMENT is not met as evidenced Controlled drug record reflects
hy: . )
Based on medical record review, facility policy residents current status before 1/7/11,
review, Consultant Pharmacy Report review, and . )
interview, the facility failed to maintain complete 3. The licensed nurses will be re-
and accurate medical records for four (#2, #5, #7, educated on completing Medication
#12) of twenty-one residents reviewed. Administration Records, Pain
. Management flow sheets and
T! ded;
e findings inclu Controlled Drug records by the
Resident #2 was admitted to the facility on June Director or Nursing or Staff
8, 2010, with diagnoses including Chrenle Pain, Development Coordinator by 1/7/10.
Spinal Cord Injury, and Muitiple Pressure Ulcers
to Lower Back, Knee, Ankie and Hip. 4. The Director of Nursing, Assistant
Medical record review of the Minimum Data Set Director of Nursing or Staff |
dated Sepiember 6, 2010 revealed the resident Development Coordinator will audit ;
had no memory or cognitive defict and had the Medication Administeation !
moderate pain, Records, Pain Management flow ‘
Medical record review of the physician sheets at;;d Cont:n]o;lled Ji:]m g Recofrod to
Recapitulation orders for Decermnber 2010 engure they match wee y timeg four
reveaied "...Hydrocodone-Acetaminophen 5-325 (4) weeks then monthly times two (2).
milligrams 1 tablet by mouth every 4 hours as Results will be discussed at the
needed (PRN) for pain..." Performance Improvement @0
Medical recor raview of the Medication Committee foﬁr further ,
Administration Record (MAR) for December 2010 recommendations and/or suggestions
reveaied a tolal of seven administrations of the and follow up as needed. The PY
PRN Hydrocodone-Acetaminophen. committee congists of Administrator, |
Director of Nursing Services, and
Medical record review of the Controlfed Drug : . .
Record dated December 2010 for the PRN ‘Q‘*”?"aﬂt Director of Nursing
Hydrocodone-Acetaminophen, revealed ervices, Mamtenance. Director,
twenty-nine administrations. Medical Director, Business Office
_ Manager, Social Services Director, -
Medieal record review of the Pain Management Activities Director, _
Flow Sheet for December 2010 revealed a total of Admissions/Marketin Q_iiqctor, :- ' '
Evant J0:WMMWI 1 Facitty Ity TNZA03 If continuation sheet Page 12 of 18
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(X4 D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORREQTION 0%)
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: DEFICIENCY)
F 814 Continued From page 12 F 514| Environmenta] Services Director, |
two pain evaluations with the PRN Staff Development, Nutritional
Hydrocodone-Acstaminaphen as an intervention, Services Director, Health Information
L] .
Review of the facility policy entitled "6.0 General Menager, Therapy Program Manager,
Dose Preparation and Madication Administration, Clmlc?l Case Manager, and MDDS
effective 12/01/07, revised 5/01/10,” revealed Coordinator. All members are invited
“...Procadure:...5. During medication to attend monthly P1 itt
administration, Facilty staff should take al meetings Y Committes
measures required by Facility policy and )
Applicable Law, including, but not limited to the }
Compliance Date 1/10/11

following:...5.5. Document tha administration of
controfied substances In accordancs with
Applicable Law;.. 6. After medication
adiminisiration, Facility staff should take all
measures required by Facility policy and
Applicable Law, Including, but not limited {o the
following:...6.1 Document necessary iedication
administrationfreatment information (e.g., ..when
medications are given,...BRN medications,...) on

apprepriate forms;,.."

Review of the facllity Pain Management Program
reveaied "...PRN Pain Medlcation When
analgesics are administered in response fo an
eplsode of paln, licensed nurses must document
their evaluafion, treatment, and effectiveness of
the treatment on the PRN Pain Management Flaw
Sheet... The flow sheet requiras documentation of
the following information: 1. Pain evaluation and
treatment Date and Hme, Pain rating,
Non-pharmacological treatment provided,
Location of pain, Medication dose...”

Interview, with the Staff Coordinator on December
16, 2010 at 11:12 a.m., In the nursing station,
confirmed the December 2010 MAR, Controlled
Drug Record and Pain Management Flow Sheet
did not mateh and the medical record was not

complete or accurate.
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F 514 | Continued From page 13 ' {

Resident #5 was admitted to the facility on
September 11, 2010, and readmitted on
December 10, 2010, with diagnases including
Stage IV Chronic Kidney Disease, Chronic
Ischemic Heart Disease, Congestive Heart
Failure, Peripheral Vaseutar Disease, Varicose
Veins Lower Extremities with Uleeration and
Inflammation, and Diabetes Mellitus.

Medical record review of the Minimum Data Set
dated September 21, 2010 revealed tha resident
had no cognitive or memory deficit and mild pain.

Medical record review of the physician
Recapitulation orders for November and
December 2010 revealed
"...Hydrocodone-Acataminophen 5-325 milligram
Tablet by mouth as needed (PRN): may have 2

tablets every {q) 8 hours PAIN..."

Medical record reviéw of the Medication
Adminisfration Record (MAR) for November 2010
revealed a {otal of twenty-two administrations of
the PRN Hydrocodone-Acetaminephen. Review
of the Decetnber 2010 MAR ravealed a total of
nine administrations of the PRN
Hydrocodone-Acetaminaphen.

Medlical record review of the Controlled Drug
Record for November 2010 of the PRN
Hydrocodone-Acetaminophen revealed a total of
thirly administrations. Review of the December
2010 Controlled Drug Record revealed a total of
fifteen administrations of the PRN
Hydrocodone-Acetaminophen,

Medical record review of the Pain Management

F 514
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COMPLETION
CATE

F 514 | Continued From page 14 F 514
Flow Shest for Noverriber 2010 revealed a total of

six pain evaluations with the PRN
Hydrocodone-Acetaminophen as the intervention.

Interview, with the Administrator and Director of
Nursing on December 15, 2010 at 4:35 p.m., at
the nursing station, confirmed the PRN
medication documention on the MAR, Confrolled
Drug Record and Pain Management Flow Sheet
did not match so that the medical record was not
accurate or complete,

Resident #7 was admitted to the facility on
December 18, 2008, with diagnoses including
Pathologicat Fracture of Humerus, Disorder of
Bone and Cartilage, Late Effect Cerebrovascular
Disease, Chronic Ischemic Heart Dissasge,
Diabefes Mellitus, Malignant Neoplasm of Breast,

and Osteoporosis.

Medical record review of the Minimum Daia Set
dated October 21, 2010 revealed the resident had
cognitive and memeary deficit and moderate pain.

Medical record review of the physician
Recapifuiation orders for November and
December 2010 revealed *...Loriab 5
{(Acetaminophen-Hydrocodone) 5-500 milligram
tablet Enteral Tube-as needed (PRN): one every
6 hours as needed Pain ..."

Medical record review of the Medication
Admiinistration Record (MAR) for November 2010
revealed a total of seventeen administrations of
the PRN Hydrocodone-Acetaminophen, Review
of the December 2010 MAR revealed a total of
thirteen administrations of the PRN
Hydrocodone-Acetaminophen.

[
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F §14 | Continued From page 15 F 514
Medical record review of the Controlled Drug
Record for November 2010 of the PRN
Hydrocodone-Acetaminophen revealed a total of
twenfy-four adminlsirations, Review of the
Decerriber 2010 Controlled Drug Record

revoaled a total of seventeen administrations of
the PRN Hydrocodone-Acetaminophen,

Medica! record review of the Pain Management
Flow Sheet for Noveinber and December 2010
revealed a total of four pain evaluations each
month with the intervention of the PRN
Hydracodong-Acetsminophen.

Interview, with the Director of Nursing In the
Assistant Director of Nursing office, ah December
15, 2010 at 1:15 p.m., confirmed the PRN
medication documention on the MAR, Controlled
Drug Record and Pain Management Flow Shest
did not match so that the medical record was not
accurate or complete. Further interview revealed
the nurses were to document on the MAR,
Controlled Drug Record and the Pain
Management Flow Sheet every time a PRRN pain
medication was administered and the facility

failed to follow their policy.

Medical racord review revealed resident #12 was
admitted to the facllity on September 21, 2010,
with diagnoses inchuding End Stage Renal :
Disease, Diabetes Mellifus, Cerebrovascular
Accident with Left Hemiparesis, Hyperiension,
Chronic Obstructive Pulmonary Disease, Right
Above Knee Amputation, Gastroesophageal
Reflux Disease, Peripheral Vascular Disease,
Seizures, and Hemaodialysis. Continued review of

Event (D; WMMW11 Faciity ID; TN28D3
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the medical record revealed a physiclan's order
dated September 21, 2010, which stated "Lortab
{Acetaminophen-Hydrocodons) 7.5/500 mg
(milligrams) orally. May have 1 tab (tablet) Q6 hrs
(every 8 houys) PRN (as neaded),

F 514

Review of the Controlied Drug Record for
Novembar 2010, revealed nurses signed out
sevenly-five doses of Lortab during the month of

November,

Review of the Medical Administration Record for
November revealed nurses documented forty-one
doses of Lartab administered during the month of

November.,

Review of the Pain Management Flow Sheet
reveaied nurses documented five doses of Lortah
administered during the month of November.
Continued review of tha Pain Management Flow
Sheet revealed only on one oocasion, November
17, 2010, at 5:30 p.m., was the effectiveness of

treatment decumented.

Interview with the Director of Nursing on
December 16, 2010, at 3:30 a.m., in the
conference room, confirmed the nurses fafled to
document thirty-four doses of Lortab on the
Medication Administration Record and seventy
doses of l.ortab on the Pain Management Flow

Sheet

Review of the Consultant Pharmacy Report dated
November 22, 2010, revealed a comment of
"MAR (Medication Administration Record)
omissions noted,”

Raview of the confrolled substance sheets and
actual count of medlcations revealed all

F 514
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medicatfons were accounted for.
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